M a i n r e s u l t s
At 2 years, the prednisolone group had less increase in erosion score and total score than the no-prednisolone group (Table) . Disease activity decreased more with prednisolone (Table) and remission rate was higher (56% vs 33%, P < 0.001). The prednisolone group had greater improvements in functional disability and impairment (Table) . Groups did not differ for adverse events.
C o n c l u s i o n
In patients with early rheumatoid arthritis, the addition of low-dose prednisolone to the first use of a disease-modifying antirheumatic drug reduced joint damage and disease activity. C o m m e n t a r y
Prevention of irreversible joint damage, functional decline, and reduced survival is the main goal in the treatment of RA, but the optimal strategy for achieving these objectives remains uncertain. Recent research supports the concept of the "window of opportunity" in RA treatment: early intervention using "disease-modifying" treatments immediately, close monitoring, and treatment adjustments to suppress disease activity and achieve remission. Ideally, RA treatment trials should target recently diagnosed, treatment-naïve patients with active disease, using a blinded, randomized design and multidimensional evaluation of disease (clinical and joint-imaging variables plus measures of functional status and quality of life). These outcomes must be measured using well-validated assessment tools, over as long a period as possible. The well-executed study by Svensson and colleagues meets most of these requirements. However, the study was not blinded (except for the radiographic scoring) or long-term (although 2 y is adequate), and quality of life was not assessed. The exclusion of the 5% of patients with highly active disease and the 11% with osteoporosis is a reminder that not all patients with RA are candidates for low-dose prednisolone.
The authors' meticulous assessment of 250 randomized patients strongly supports previous results (1) indicating that low-dose prednisolone is a very beneficial adjunctive treatment in patients with early RA. Treated patients had better disease control and function, and less radiographic damage. Differences were apparent at 3 months and persisted thereafter. However, several caveats exist. First, a more intensive antiosteoporotic treatment is warranted, as well as special attention to cardiovascular risk factors that may be aggravated by prednisolone. Second, the optimal duration of prednisolone treatment is unknown. Third, while most study patients were treated with a single DMARD, current data support more aggressive initial treatment (2), with or without antitumor necrosis factor-α agents. Patients treated more intensively with drug combinations are likely to achieve still better outcomes.
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